
EMERGENCY 

Medical Information Form 
 

1. Name: ___________________________  ____________________ _____ Birth Date: _____/_____/______ 

 

Address: _____________________________________________ Apt #: ________________ 

City: _______________________________ State: ________________ Zip: ______________ 

Home Phone: ________________________________ Cell Phone: ________________ 

2. EMERGENCY CONTACT INFORMATION 

Name: ______________________________________________ Relationship: _______________________ 

Home Phone: _____________________ Cell Phone: ________________ Work Phone: ________________ 

Name: ______________________________________________ Relationship: _______________________ 

Home Phone: _____________________ Cell Phone: ________________ Work Phone: ________________ 

3. PREFERRED LOCAL HOSPITAL: _____________________________________________________________ 

4. INSURANCE INFORMATION: 

Primary Carrier: _________________________________ Phone Number: ______________________ 

Policy Number: ________________________________ Group Number: ______________________ 

Secondary Carrier: ______________________________ Phone Number: ______________________ 

Policy Number: ________________________________ Group Number: ______________________ 

5. MEDICATIONS: Prescription, Over-the-Counter, Supplements, etc. 

Name: ____________________________ Dosage: __________________Reason: _____________________ 

Name: ____________________________ Dosage: __________________Reason: _____________________ 

Name: ____________________________ Dosage: __________________Reason: _____________________ 

Name: ____________________________ Dosage: __________________Reason: _____________________ 

Name: ____________________________ Dosage: __________________Reason: _____________________ 

6. ALLERGIES 

___________________________________________ Reaction: ___________________________________ 

___________________________________________ Reaction: ___________________________________ 

7. MEDICAL CONTACTS: 

Primary Care: _____________________________________________ Phone: _______________________ 

Dentist: __________________________________________________ Phone: _______________________ 

Specialist: ________________________________________________ Phone: _______________________ 

Specialist: ________________________________________________ Phone: _______________________ 

Specialist: ________________________________________________ Phone: _______________________ 

8. MEDICAL CONDITIONS: 

____________________________________________   _________________________________________ 

____________________________________________   _________________________________________ 

9. MEDICAL PROCEDURES AND SURGERIES: 

____________________________________________   _________________________________________ 

____________________________________________   _________________________________________ 

10. SPECIAL INSTRUCTIONS, INFORMATION, etc. 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Last Name                                                           First Name                                         M.I. 

Blood Type Date Completed: 

___/___/______ 


